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The mission of the Office of Inspector General (OIG), as mandated by Public Law 95-452, as amended,
by Public Law 100-504, is to protect the integrity of the Department of Health and Human Services
(HHS) programs, as well as the health and welfare of beneficiaries served by those programs. This
statutory mission is carried out through a nationwide network of audits, investigations, and inspections
conducted by the following operating components:

Office of Audit Services

The OIG's Office of Audit Services (OAS) provides al auditing services for HHS, either by conducting
audits with its own audit resources or by overseeing audit work done by others. Audits examine the
performance of HHS programs and/or its grantees and contractors in carrying out their respective
responsibilities and are intended to provide independent assessments of HHS programs and operations in
order to reduce waste, abuse, and mismanagement and to promote economy and efficiency throughout the
Department.

Office of Evaluation and | nspections

The OIG's Office of Evaluation and Inspections (OEI) conducts short-term management and program
evaluations (called inspections) that focus on issues of concern to the Department, the Congress, and the
public. The findings and recommendations contained in the inspections reports generate rapid, accurate,
and up-to-date information on the efficiency, vulnerability, and effectiveness of departmental programs.

Office of I nvestigations

The OIG's Office of Investigations (Ol) conducts criminal, civil, and administrative investigations of
allegations of wrongdoing in HHS programs or to HHS beneficiaries and of unjust enrichment by
providers. The investigative efforts of Ol lead to criminal convictions, administrative sanctions, or civil
monetary penalties. The Ol also oversees State Medicaid fraud control units which investigate and
prosecute fraud and patient abuse in the Medicaid program.

Office of Counsel to the Inspector General

The Office of Counsel to the Inspector General (OCIG) provides general legal services to OIG, rendering
advice and opinions on HHS programs and operations and providing al legal support in OIG’s internal
operations. The OCIG imposes program exclusions and civil monetary penalties on health care providers
and litigates those actions within the Department. The OCIG also represents OIG in the global settlement
of cases arising under the Civil False Claims Act, develops and monitors corporate integrity agreements,
develops model compliance plans, renders advisory opinions on OIG sanctions to the health care
community, and issues fraud alerts and other industry guidance.




EXECUTIVE SUMMARY

OBJECTIVE

To assess End Stage Rend Disease (ESRD) home dialysis billing processes and identify any
vulnerabilitiesin Medicare payments.

BACKGROUND

End Stage Rend Disease, characterized by a permanent loss of kidney function, is the only
bassfor entitlement to Medicare based on the presence of a specific medica diagnoss. The
Centersfor Medicare & Medicaid Services (CMS) is charged with the adminitration of the
ESRD Program. By 2000, the ESRD Medicare population in the United States climbed to
approximately 273,000, with Medicare expenditures reaching nearly $12 billion. In the next 10
years, the number of individuas with ESRD, as well as Medicare expendituresfor this
population, is projected to more than double.

A beneficiary may receive didysis a afacility or a home. If abeneficiary chooses the latter, he
or she must select one of two payment methods. In Method |, adiaysis facility will provide dl
necessary supplies and services. In Method 1, adiaysisfacility provides al necessary services
and adurable medica equipment supplier furnishes al necessary supplies. Fiscd intermediaries
(Fls) process claims for ESRD supplies and services for Method I, but only services for
Method II. Durable medica equipment regiond carriers (DMERCS) process durable medica
equipment daims, including dialysis supply kits, for Method |1 beneficiaries. The Flsand
DMERCs, which process clams for ESRD facilities and durable medica equipment (DME)
suppliers, respectively, should match the home dialysis beneficiaries method sdlection to the
types of payment dlowed.

In order to complete this ingpection, we identified the population of home diayss beneficiaries
by reviewing every recorded CM S-382 submission, designating home dialysis and payment
method, from late 1996 to mid-2001. Next, we reviewed the calendar year (CY) 2000
Nationad Claims Higtory File (NCH) to identify clamsfor dl beneficiaries with aMedicare
dtatus code indicating ESRD.

FINDINGS

Medicare and beneficiaries paid an additiona $15.3 million for continuous cycling peritonedl
didyss (CCPD) under Method I1 when compared to Method I. Medicare dso alowed clams
without existing method selection datain the Common Working File (CWF), resulting in $9.5
million in incorrect payments.
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Medicare regulations for reimbursement for home dialysis are inconsistent

Medicare pays al didyss moddities under al Methods equdly, except for CCPD under
Method 11, where payments per month can be up to $484 more than the others. This premium
resulted in additiond annud payments of $12.2 million for Medicare and

$3.1 million for beneficiariesin CY 2000. From CY's 1997 to 2000, there was a shift in both

payment method and didys's moddity, with the mgority of these beneficiaries now decting
Method |1, and an increasing proportion using the more expensive CCPD.

Medicare allowed claims without an existing method selection

According to the Carrier Manua, a Medicare ESRD claim should only be paid if amethod
section formisonfile. If one does not exig, the clam should be denied. Medicare alowed
$9.5 million for more than 12,000 home didyssrelated itemsin

CY 2000 without a method sdlection designation in the CWF-.

RECOMMENDATIONS
We recommend that CMS:
o Change regulations to limit payments for Method 11 CCPD kits to that of Method .

a Ensure that clams are not paid unless a vaid method sdlection form has been recorded
on the CWF.

a Review the $9.5 million in paid Medicare claims and collect any incorrect payments.

AGENCY COMMENTS

Inits written response to our report, CM S disagreed with the recommendation of changing
regulations to limit payments for Method 11 CCPD suppliesto that of Method |. The CMS
believes the gatute clearly intends that payment limits for CCPD supplies should be set at a
higher level than under the composite rate methodology. We agree that the statute clearly
alows a higher payment limit for CCPD supplies under Method 11; however, the statute does
not require paying the higher limit. Therefore, we continue to believe that CM S should
reimburse suppliers congstently for the same dialyss supplies, irrespective of the method the
beneficiary chooses.

The CM S agrees to take corrective action to ensure that claims are not paid unlessavalid
method sdlection form has been recorded on the CWF and that improper overpayments should
be recovered. Thefull text of CMS s commentsisincluded in Appendix B.

Home Dialysis Payment Vulnerabilities ii OEI-07-01-00570



TABLE OF CONTENTS

PAGE
EXECUTIVE SUMMARY . . e e [
INTRODUCTION .ttt e e e e e e e e e e e e e 1
FINDINGS
Inconsgtent paymentsfor homedialySs . ... 5
Paymentswithnomethod selection. . ... ... 6
CONCLUSION & RECOMMENDATIONS ... e 8
APPENDICES
Appendix A: ClamSProCESING . . .. oo 9
Appendix B: AgenCy COmMMENES . . . .. oottt et 10

ACKNOWLEDGMENTS ... e 12



INTRODUCTION

OBJECTIVE

To assess End Stage Rend Disease (ESRD) home diaysis billing processes and identify any
vulnerabilities in Medicare payments.

BACKGROUND

End Stage Rend Disease is characterized by a permanent and irreversible loss of kidney
function requiring ether kidney trangplantation or regular dialyss trestmentsin order to survive,
In 1972, amendments to Title XVI1I of the Socia Security Act extended Medicare Part A and
Pat B bendfitsto virtudly dl individuas with ESRD regardiess of age’ The ESRD program is
the only Medicare program for which entitlement is based on the presence of a specific medica
diagnosis.

In 1973, the year in which the program was initiated, the number of digible ESRD beneficiaries
totaled 10,000. At the end of 2000, the ESRD Medicare population had climbed to
approximately 273,000, with Medicare expenditures of nearly $12 hillion.? The number of
individuas with ESRD is expected to more than double by 2010, surpassing

660,000 individuas, with projected Medicare expenditures of $28 billion.?

Home Dialysis

Didyss trestments are utilized by 80 percent of ESRD beneficiaries, the remaining 20 percent
receive transplants or withdraw from treetment. Dialysis may be performed either in afacility
or inahome setting. Peritoned dialyss, the most typica trestment moddity for home didyss
patients, uses the body’ s own peritoneal membrane as the filter for screening toxins from the
body. There are two forms of peritoned diayss: continuous ambulatory peritoned didyss
(CAPD) and continuous cycling peritoned didyss (CCPD).

Continuous ambulatory peritoned didyss. In CAPD, the didysate solution isleft in the
peritoneal cavity for 4 to 6 hours. The process of draining the dialysate and replacing fresh
solution takes gpproximately 30 minutes, and most patients change the solution

4 timesaday.

L Individuas with ESRD, who are under age 65, may experience a 3-month waiting period prior to Medicare
coverage. In addition, individuals who have coverage under an Employer’s Group Health Plan may undergo a 30-
month period in which Medicare acts as a secondary payer to the Group Health Plan.

2 United States Renal Data System, retrieved from the World Wide Web: http://www.usrds.org/atlas.htm
(August 30, 2001). MedPAC (Report to Congress: Medicare Payment Policy; March 2002). CMS ESRD Facility

Survey Tables (OCSQ, CMS; August 2001).
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Continuous cyding peritoned diayss. Although smilar in function to CAPD, CCPD usesa
meachine to automaticaly fill and drain the didysate from the abdomen. This process takes
12 hours and is performed overnight, dlowing the machine to exchange the didysate severd
times.

Treatment and Method Selection

If aphysician certifiesthat it is reasonable to expect that the beneficiary will complete the
required sdf-dialysis training course and is able to sdlf-didyze a home on aregular basis, the
beneficiary will complete the CMS-382 form and select either Method | or Method I for billing
purposes. The beneficiary submits the CMS-382 form to his or her coordinating didyss
facility. Thisfacility then forwards the form to the appropriate fiscal intermediary (FI). When
the FI receives the completed form, it is supposed to enter the CM S-382 data, including the
beneficiary’ s method sdlection, into its automated system and then transfer the datato CMS's
Common Working File (CWF) within 30 days of receipt. The Flsand durable medica
equipment regiond carriers (DMERCs) use the CWF to process, edit, and screen claims,
helping to ensure proper claims processing. (For adiscussion of clams processing see
Appendix A in thisreport.)

According to the Carrier Manud, beneficiaries who choose home didysis must select a method
for recelving necessary services and supplies. They can choose either Method | or Method 1.

Method |. With Method |, adidyss facility provides dl equipment and support services for the
home didysis beneficiary. Thefacility is paid at the same compodite rate it would receive for
in-center treatments, regardless of whether the home beneficiary is performing hemodidyss,
CAPD, or CCPD. TheFsprocessdl Method | claims from facilities for supplies and ESRD-
related services.

Method 1I. Method I1 was established as an dternative to Method | for beneficiaries who wish
to make their own arrangements for supplies and equipment. The CMS believes that
congressiond intent in establishing Method 11 was to save the beneficiary money on coinsurance
expenses by adlowing beneficiaries to ded directly with suppliers. With Method 11, asingle
durable medicd equipment (DME) home didysis supplier provides dl necessary equipment and
supplies for the home didysis beneficiary while adiaysis fadility provides services® The
supplier must report dl items and services, which are furnished to the beneficiary, to the
coordinating dialysis facility at least every 30 days, so that the facility can record the information
in the beneficiary’ srecord. The FIs process all ESRD sarvice-related claims and the DMERCs
process al supply clams.

3
See Medicare Intermediary Manual 3166, 3167, 3170 for a detailed listing.
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The DME supplier bills for equipment and supplies that it provides, with rembursement limited
to $1,490 per month, per beneficiary, for al treatment modalities except CCPD, which is
limited to $1,974. In addition to supplier payments, Medicare pays the coordinating dialysis
facility for services provided (e.g., maintaining documentation and arranging for lab tests).

METHODOLOGY
Pre-Inspection Activities

In order to gain a better understanding of ESRD, we reviewed rdevant publications and held
discussons with knowledgeable officids at CMS. We met with representatives from aloca
didyssfacility aswell as an ESRD Network officid to discuss billing and other related issues.
Additiondly, we reviewed documents published by advocacy and service groups, such asthe
ESRD Networks.

Population Identification

The intended population for thisingpection was to include beneficiaries listed in the Rend
Beneficiary and Utilization System. However, efforts to select this population were
compromised, due to data problems identified in our recent report * Problems Pervade the
Rend Beneficiary and Utilization System” (OEI-07-01-00250). We, therefore, selected our
population from afile CMS created for use in thisingpection. Thisfile was created from CMS-
382 submissions to the CWF in late 1996 to mid-2001.

Using this CMS-382 file, the CM'S Enrollment Database and the National Claims History
(NCH) file, we extracted our population and ESRD clamsfor beneficiaries didyzing as of
January 1, 2000. The NCH file clams were identified using Medicare Status Codes and
included al clams processed by Fls and DMERCs.

The inspection was broken into two parts: (1) identifying excess dollars paid for CCPD under
Method |1 rather than under Method |, and (2) identifying home diays's clams paid without an
existing method selection on the CWF. Each of these parts followed the same procedure of:
(2) andyzing the processes for paying ESRD-related clams,

(2) andlyzing questionable payments, and (3) identifying dollars & risk in the Medicare
program.

To identify excess dollars paid for CCPD under Method 11, we caculated the amount that
Medicare and beneficiaries actudly paid, according to claims data, and then subtracted this
amount from the maximum payment that would have been dlowed under Method I.

For processing ESRD-rdated claims, we identified claims without CMS-382 forms on file. We
also conducted a telephone survey with each FI and DMERC to understand what processes
arein place to ensure the appropriate payment of ESRD-related claims. We asked which
specific edits are being used and whether any contractors implemented specific practicesto
supplement these ediits. In addition, we interviewed CM S staff to
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determine what edits, procedures, and controls are in place to ensure accurate clams
processing and payment.

In this study, dlowed dollars are dollars Medicare dlowed for aclam. Medicare typicaly pays
80 percent of the alowed amount after the beneficiary deductible. Unless otherwise indicated,
we used the totd dlowed dollars to determine the effect on the Medicare program and
beneficiaries. We did not conduct amedical record review.

We conducted this inspection in accordance with the Quality Standards for Inspections
issued by the President’s Council on Integrity and Efficiency.
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FINDINGS

Medicare regulations for rembursement for home didysis are incongstent, resulting in Medicare
and beneficiaries paying $15.3 million more for CCPD under Method |1 than would have been
paid for the same services and supplies under Method 1. Also, Medicare contractors alowed
$9.5 million for claims without existing method sdlection datain the CWF. We recommend that
CM S make aregulatory change to correct inequities in home didys's payments, ensure that
clams are not paid unless avaid method sdection form is on record, and collect any

incorrectly pad clams.

Medicare regulations for reimbursement for home dialysis are
inconsistent

Consstent with statutory requirements* and the CMS Carrier Manudl, al diaysis kits for all
modalities under Method | were paid up to the same rate of $1,490 per month in

CY 2000. Under Method 11, hemodiadysis and CAPD were paid the same asin Method |, but
the CCPD payment could be as much as $1,974 per month (a $484 premium) even though the
supplies provided are the same as those supplied under Method |.

Medicare and beneficiaries paid atotal of $62.2 millionin CY 2000 for CCPD kits under
Method II. If Medicare had paid for these same supplies at the maximum limit for Method |
reimbursement, the total alowable amount would have been $49.9 miillion, a difference of
$15.3 million. In 1992, CMS, formerly the Hedlth Care Financing Adminigtration (HCFA),
referenced a 1989 congressiona document which stated that by establishing Method 11,
beneficiaries would save money on coinsurance expenses because they could make their own
arrangements® However, beneficiaries paid at least an additiona $3.1 million (20 percent
coinsurance of $15.3 million) by choosing Method || CCPD over Method | CCPD. Medicare
paid an additiona $12.2 million for CCPD kits under Method I1, which is $15.3 million lessthe
$3.1 million beneficiary coinsurance.

The CMS (formerly the HCFA) expressed concern that Method |1 reimbursement, if left
unchecked, would create an economic incentive for suppliers to encourage Method 11

Hection.® MedPAC aso stated that thisincentive increased the use of CCPD from
310 5 percent of al forms of didysis during 1993-1997.

4 Omnibus Budget Reconciliation Act of 1989

5 57 FR 54179 (November 17, 1992) ; Medicare and Medicaid Health Budget Reconciliation Amendments of
1989: 40 (Comm. Print 101-1)

® 54 FR 1247 (January 12, 1989)
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Between CY's 1997 to 2000, there has been a trend from beneficiaries choosing Method | to
choosing Method 11 and atrend from beneficiaries didyzing under CAPD to didyzing under
CCPD. Asshown in Chart 1 below, since 1997, the share of Method | and CAPD decreased
19 percent and 15 percent, respectively. During the same period, the share of Method 11 and
CCPD increased 31 percent and 32 percent, respectively, meaning that such atrend will
escalate the costs of ESRD for both Medicare and beneficiaries.

Chart 1: Percentage of Beneficiaries Receiving Peritoneal Dialysis by Modality and M ethod
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Medicare paid $9.5 million in claims without an existing
method selection.

According to the Carrier Manual, no payment can be made for any home didysisitems or
sarvices for a beneficiary, unlessa CMS-382 form has been filed.” Thisform indicatesthat a
beneficiary has selected home didysis, and whether the beneficiary has opted for either Method
| or Method I1.

In CY 2000, Medicare alowed $9.5 million for claims without a corresponding method
sdection recorded in the CWF. Thisamount is acombination of $8.9 million from more than
5,000 claims for home didysis related items;® and $660,000 for more than

’ This criteriawas stated in 1990 and reiterated in various formsin 1991, 1993, and 1998.

8 Codes A4650-A4927
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7,000 facility daims of home didysis support sarvices® that were paid despite the lack of a
recorded method sdlection from the CMS-382 form. The problem is systemic among al
DMERCsand Flis.

The Flsand DMERCs are responsible for determining the appropriateness of payments by
checking againgt the method selection designation in the CWF. In addition, the CWF maintains
aconsgency edit, RD 08, which functions to rgject the claim in the absence of avalid method
section.’® Once aclaim is submitted, the CWF sends atrailer back to the contractor
identifying the beneficiary’ s method selection and effective date. Fiscd intermediary billing
pecidigs sated that if the CWF rgects clams without a method selection, the providers must
submit additiona information to support the clam. In the case of an RD-08 rgection, the
provider must resubmit a CM S-382, which the F will input into their own system aswel asin
the CWF. The DMERC gaff sated thet if there was no method selection on file in the CWF,
the claim should be denied. The ESRD facility would then need to submit a CMS-382 to the
FI. Nonetheless, claims are paid without the method sel ection recorded on the CWF.
Therefore, the edit is not dways working properly.

9 Revenue Codes 825, 835, 845, 855

10 Medicare Intermediary Manual: 3644.4 (11-92)
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CONCLUSION AND

RECOMMENDATIONS

The current number of ESRD beneficiaries is 273,000, with annua expenditures of $12 hillion.
A projected doubling of the population in 10 years makes payment processes for didyss
sgnificant. Current regulations caused Medicare and beneficiaries to pay an additiond $15.3
million for CCPD under Method Il in CY 2000. Also, Medicare contractors paid $9.5 million
in cdlams without existing method sdlection datain the CWF. As such, we recommend that
CMS:

a Change regulations to limit payments for Method |1 CCPD kitsto that of Method .

a Ensure that clams are not paid unless a vaid method sdlection form has been recorded
on the CWF.

a Review the $9.5 million in paid Medicare cdlaims and collect any incorrect payments.

AGENCY COMMENTS

Inits written response to our report, CM S disagreed with the recommendation of changing
regulations to limit payments for Method 11 CCPD suppliesto that of Method I. The CMS
believes the gatute clearly intends that payment limits for CCPD supplies should be set at a
higher level than under the composite rate methodology. We agree that the Statute clearly
alows a higher payment limit for CCPD supplies under Method 11; however, the statute does
not require paying the higher limit. Therefore, we continue to believe that CM S should
reimburse suppliers congstently for the same dialysis supplies, irrespective of the method the
beneficiary chooses.

The CM S agrees to take corrective action to ensure that clams are not paid unlessavalid
method sdlection form has been recorded on the CWF and that improper overpayments should
be recovered. Thefull text of CMS s commentsisincluded in Appendix B.
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APPENDIX A

Claims Processing

There are five basic gepsin the claims payment process: 1) clams submission, 2) basic checks,
3) shared system processing, 4) querying the CWF, and 5) payment processing. When
contractors receive clams for payment of ESRD sarvices, they enter the claims information into
their locd system to perform basic checks, cdculate the payment amount, and conduct
consistency and utilization edits in order to measure compliance with the contractor’s (i.e,, Fl,
DMERC) guidelines. Contractors use their own local system to perform basic checks; but, to
complete shared system processing, contractors use standardized CM S-approved software
packages. The processis driven by the individud contractor’s medica review guiddines and
are based on CMS's naiond guiddines.

When contractors have finished processing the claim to the point of payment or denid, they
must then query the CWF a one of the nationwide host Sites. The FIl or DMERC eectronicaly
forwards the claim to the CWF hogt site for edit checks and payment authorization.

For home didyss beneficiaries, the Fis and DMERCs compare claims for ESRD supplies and
equipment to the method selection information in CWF. The CWF hogt ste then reviews the
clam for consstency, entitlement, remaining benefits, deductible status, and duplicates of
previoudy processed clams.

Within 24 hours of receiving the claim, the host Ste makes one of three payment determinations:
pay the clam, rgect the claim, or hold the claim to obtain missing information. When the host
dte authorizes the payment, the FI or DMERC pays the claim.

The CM S has made recent changes in policy, which affect claims processing. According to
Program Memorandum B-01-56, supply kits were unbundled after January 1, 2002, and each
individud item contained in the kit has now become a separate line item on each claim, thus
requiring line-item billing. Also, the CM S recently released Program Memoranda AB-00-96
and AB-01-61, which requires FIs and DMERCs to determine the effective date, rather than
the sgned date, of the CMS-382 form in an atempt to reduce ingppropriate payments.
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APPENDIX B
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5 g DEPARTMENT OF HEALTH & HEMdAN SERVICES Cantars o Madlcars & Medisaid 8
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Adtmiines trafor
Yheaningesn, DG 20001

DATE: MAR 21 203
T Janet Rehnguiat
Ingpector General

FROM:  Thomas A. Senlly (’7’4‘ {
Administeator A

SUBJECT: Office of Inspector General (OTGY Draft Report: Home Diaiysis Paymant
Fuinerabtlitics (OEI-07-01-0057)

Thark you for the opportunity to review and comment on the sbove-refereneed draft repont. The
Centers for Medicaro & Medicaid Services (CME) appreciates OT65%s efforts in usscssing End-
Stage Renal Disesse (ESRD) home dialysiz billing processes and identifying vilnerabilities in
Medicare payments. According to OIG, the cuerent number of ESRD beneficiarier {3 273,000
with innual exponditures of 812 billion. A projecied doubling of the population within 10 years
makes payment proceages for diulysis siynifioont. The ORG indicates that currem rogulations
caused Medieare and beneficiaries in pay an additlonal $15.2 million for continuous cycling
peritoneai diaiysis (CCPD} mder Method 11 in calendar year 2000, Also, Meditare confractors
paid $9.5 milllon in claims without existing method seleciion datn in the Commuon Working File
(CWF). Our responses 10 (he recommendationg ars discussed below.

rhpn
The CME ghould changs regulations to limit paymends for Methed I COPD ks to dhat of
Method 1,

CMB Responag

We do not agres with thiz recommendetion. Section 6203(b) of the Omnibus Budget
Reconciliation Act of 1982 {Publie Law 101-234}, which besame law on December 19, 1980,
amended scctien 1881 (b)(T) uf the Secin] Sceurlty Act to provids that any Medicare payment fir
dialyzis made under any payment method ather than the pimposite payment rate (Method 1) niay
Dot exceed the amount {or, in the case of CCPDY, 130 percent of the amount) of the median
paymeni that would have been made undar the Methud [ {or composite) rate for hespital-based
chalysis facilitics. We belfeve the statute clearty ntended that the payment limit for COPD
wauld be sel at a higher level than under the compnsite rate methodology. Based on this
directive, the limit on payment for CCPD under Mothod 1] wag set at 130 percent of the median,
We note that this is not & payment rate, but & monthly limit on payments to durable medicel
equipment suppliers based on avtual supplies fumished,

. Wit]] respect o payment for CCFIY kits, we note that suppliezs that formish home dialysis
equipment and supplios W Method [0 home dialysis patients can no longer bill far supply kits,
Program Memorandum — Carriers, Transmitial B-1-56 {Paymentt for Home Dialysis Supplies
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Page 2 — Janet Rehnouist

and Equipment) issued September 13, 2001, with an effective date of Janumy L, 2002, deleted
the CCPD kit cades for billing purposes and reguires the supplier to bill using exisfing and newly
developed health care common proeedure coding systeme for individual dialysis suppdies and
equipment fumished o Medicare Method LT CCPD home dialysis patients, This will saable ns 1o
ensure that we only pay for needed supplies acmally furnighed to home patients.

Old B aHop
Tha CMS should snsure that clairas are oed paid vnless a valid method selection form has been
recorded an the CWF,

CMB Responge

We conour with thiz recommendation ond vwall write 2 change request instructing tho CWF or the
durahle medics) syuipment regional cantiers” systers, as appropriate, to deny Method 11 claims
when there is either no method selection on file or the metbod selection is any value other than 2.

NG Rﬂ;nmmend@gm
The CMS showld review the $9.3 miiltion in paid Medicere claitms and collect any incorrect
payments,

CMS Respomsn
-We agree that it is itoportant that the beneficiery complete the form and it is emtered on the {!WF
urxd we have tuken a number of steps to ensure that the Interinaedisry poets this infermation
timely. As always, CMS aprees that we shonld recaver improper overpeyments. However, we
de not agres that the election informatlon impropetly posted on the CWF necessarily indicatss
that the claim is not payable. Tt would be inappropriate to cut off supplies to an BSRD
beneficiary, or payment {c a supplier, because a fiecal intermediary failed to enter the
infarmation timely,

We appreciate the effort that went info thiz report and the opportugity w0 teview end comment on
the iasucs It ralses. We look forward to working with OIG on this and other issues pettineat to
the ESRD wogram.
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